(1) Simple diathermy electro-coagulation, the direct outcome of the discovery of Edwin Beer, and varying little from his well-known method of destroying papillomata. The Collings-knife technique is merely a variety of this.
(2) Diathermy punching.-Here the glandular projection is either coagulated before punching, to render it anemic, as in Walker's, Kirwin " spearing." This series shows the electrode entering the middle lobe, the middle lobe after coagulation, and the same case seen a month later, demonstrating a lateral lobe projection, which requires further treatment.
(i) That the results are slowly acquired, because time must elapse before tissue sloughs away. This is not strictly true; results often come early because the tissue treated is at once softened and disintegrated, and yields to the passage of urine. It is true that it may take a month or more before all the tissue is actually shed, as is easily proved on subsequent inspection.
(ii) Sepsis.-In my experience sepsis has been of a mild nature and has seldom given me cause for alarm. It usually amounts to little more than a " silent," symptomless pyuria and, occasionally, epididymitis. I have had no cases of ascending, or perivesical, sepsis. Hwmorrhage, either primary or secondary, has usually been of a very mild nature.
(2) The punch. -In 1928 -In , 1929 -In and 1930 (3) Resection.-The technique of resection is by no means simple. There are so many things to go wrong, and not until I had performed the operation at least ten times did I feel a degree of confidence in my ability. Only those familiar with the cystoscope and urethroscope should venture the operation. I am fully convinced that it is wiser not to attempt too much at one sitting, and to be content with performing repeat operations, if necessary. Patients readily submit to this policy when the conditions of safety are explained to them. A striking fact is the shrinkage of the gland as a whole generally noted after even a comparatively limited first operation, which was, however, sufficient to allow of the easier voiding of urine and so, I take it, to diminish congestion. I have, so far, had only one case of alarming haimorrhage, but the same type of sepsis as that to which I referred when speaking of electro-coagulation, including epididymitis, occurs.
In one of my early cases there was a much larger prostate than I reckon to come within the scope of per-urethral methods-a prostate which I should, in the ordinary course of events, have removed suprapubically, but the patient had a blood-urea of 60 mgm. per 100 c.c., a systolic pressure of over 200, and a history of bleeding readily on all occasions. His residual urine was ten ounces and he suffered from great frequency, often being disturbed every half-hour during the night. I removed a large mass of tissue, and I took an hour and a half to perform the operation, as I dealt with every bleeding point with the utmost care. There was no post-operative hsemorrhage, but the patient had true incontinence which lasted for nearly three months. I am glad to say that he has completely recovered from this and is now in excellent health, there being no residual urine. He is able to work in his shop from 8 a.m. to 8 p.m., and is seldom disturbed more than once during the night.
We now come to the two main considerations: (a) The type of obstruction suitable for per-urethral diathermy; (b) the type of patient for whom per-urethral diathermy is especially indicated.
(a) The type of obstruction.-Upon this subject it is difficult to be dogmatic. We all know something of the anatomy and pathology of the bladder-neck subjected to the changes due to the enlarging prostate, but the physiology of the muscular activity remains obscure. How are we to regard the enlarged gland as interfering with the act of micturition? (i) Is it purely by the mechanical obstruction it causes ? or (ii) should we regard defective micturition as due to sphincter deficiency, an inability of this muscle to relax to open the bladder-neck, caIled by Leguen " dysectasis of the vesical orifice," and alleged by him to be frequently associated with prostatic enlargements? When we consider that a patient from whom a prostate weighing over half a pound has been successfully removed by prostatectomy, can regain absoluitely normal function, we are driven to believe that the mechanical, rather than the physiological, factor has the more important rdle.
I generally restrict my indication to that type in which I can see an enlargement which I believe to be causing an obstruction. The only obstructions I can see are those caused by bars and intravesical middle and lateral lobes. I can see intrautrethral lateral lobes, and I can measure the length of the prostatic urethra above the verumontanum, but I am unable to convince myself of the degree of obstruction these are causing, realizing the number of patients one sees with considerable extravesical prostates and no interference whatsoever with normal micturition. To ascertain the nature of the prostatic upgrowth.-At the preliminary cystoscopy, after the residual urine has been measured and the general state of the bladder noted, the existence and contour of the intravesical projection are observed. To me a difficulty exists in defining the exact size of intravesical lobes by mere cystoscopy or cysto-urethroscopic inspection. The height I can gauge with fair accuracy, but the thickness, in many cases, I can only ascertain with certainty by transfixion with my own type of electrode, noting the distance the shaft enters before the point appears on the vesical side of the gland. Such measurement is very important in deciding (1) There are also three cases of post-prostatectomy obstruction.
Results.-There have been three post-operative deaths in the series. These were in patients who would certainly have died after an open operation. My experience tells me that a large percentage of the remainder would also have died; I should put the figure at well over 20%.
The results have been highly gratifying, and the readiness of the patients to attend follow-up investigations and to reply to questionnaire letters bears testimony to the pleasing outcome.
In fifteen cases suprapubic drainage was necessary before it was considered safe to touch the prostate. In the majority the patient's general condition had given so much anxiety as to indicate that nothing better could ever be offered. All the patients, except one, subsequently recovered, and are now passing their urine naturally and well. The exception was a definitely malignant case, in which the patient died two months after returning home.
Methods employed in seventy-five cases.-In 53 electro-coagulation alone; in 4 diathermy punch; in 3 electro-coagulation and diathermy punch; in 13 resection alone; in 2 electro-coagulation and resection.
Post-operative complications.-Except where I used a punch I have had little cause foi anxiety. After electro-coagulation, in only two cases was there bleeding to any extent, and only in one after resection (on the fourteenth day). With neither method have I had to open the bladder for bleeding. When haemorrhage occurred after resection it was necessary to evacuate clots with a Bigelow, under general anassthesia, and to tie-in a catheter. The bleeding then immediately ceased, and there was no recurrence; septic complications followed this procedure, including pyelitis with rigors, severe cystitis and femoral thrombosis. This patient (still in hospital) is slowly recovering.
Incontinence.-A mild degree usually follows for a few days after resection. In one case it lasted nearly three months. All the patients have regained perfect control.
I have met with no other complications. In two cases, amongst the earliest in my series, I carried out subsequent prostatectomy. They both occurred when my technique was immature, and my courage did not permit of my doing as much as I should have done. Both patients had large projections, and each was keen to be " put right once and for all." In both cases enucleation presented no difficulties and convalescence was normal.
Perhaps the most interesting case of all was that of a man who had a spontaneous rupture of the bladder from prostatic obstruction-the only one I have ever seen. For this he had been dealt with elsewhere by laparotomy and suprapubic drainage. He was transferred to me with all his urine escaping from a suprapubic tube. I found middle-lobe projection and a deeply sacculated bladder. Coagulation of the middle lobe was sufficient to put the patient completely to rights, and he subsequently left hospital healed and micturating normally.
Deaths.-Of the three already mentioned, the last was nearly two years ago (July 1931) .
The fatal cases were:
(1) A case of post-prostatectomy obstruction which dilatation, by bougies, failed to relieve for more than a day or two. The patient, aged 78, was partially ureemic and very irritable and intolerant. I had not performed the first operation in this case and I did not know the true nature of the prostate, but I am inclined to think it was malignant. For various reasons suprapubic drainage was undesirable. A diathermy punch was used, hEemorrhage was considerable, and the patient died the following day from ursemia and shock.
(2) Here the death took place after drainage of an empyema. This had followed postoperative pneumonia, after cystotomy, on account of a hiemorrhage which had occurred fourteen days after a punch operation.
(3) In this case colostomy had been performed for carcinoma of the rectum, producing acute intestinal obstruction. When I first saw the patient a catheter had been tied in for six weeks, on account of acute retention following colotomy. There was acute cystitis and urethritis, and the patient was uremic. Bladder drainage was obviously to be avoided with a colotomy opening situated so near, and so I risked per-urethral diathermy. Death from uremia took place a few days later.
Bladder atony.-I have little doubt that the over-stretched atonic bladder is better rested and regains its tone more rapidly when drained by cystotomy than when drained in any other way. My experience in dealing endoscopically with those overstretched bladders due to intravesical prostates, has taught me that tone is only slowly regained, and, until I realized this, I was rather disappointed with the unsatisfactory micturition in cases in which I was certain that I had removed the mechanical obstruction. In such cases I now regard post-operative catheterization as an essential part of the treatment. I have found that in some of these giant bladders catheterization may be necessary for as long as four months before the residual urine is brought to zero. Most of the patients are perfectly satisfied with their ability to pass urine long before this stage is reacbed, but the surgeon cannot be satisfied, especially as persistence of residual urine usually means persistence of bladder sepsis.
I am often asked if these per-urethral procedures are lasting in their good effects. I have quoted one case of over six-and-a-half-years' duration. I it is obvious that he was dealing with a different type of case from that of our conception, and his figures, therefore, may be ruled out.
To attempt to assess the merits of each method according to statistics, is therefore, liable to lead to confusion, and will not carry us far in the selection of a method for ourselves. The natural tendency with each new method has been to overdo it; the outcome of new operations is seldom quite up to expectations.
That per-urethral diathermy methods, with emphasis upon electro-coagulation and resection, have their place and have come to stay, I do not doubt, but much common sense and repression must be exercised lest we allow ourselves to be carried away by the whiirl of the tide.
The operation of prostatectomy remains upon a firm basis, and I would not say that it is even challenged, to any great extent, by these modern methods. I am not one of those who believe in the obsolescence of prostatectomy.
Mr. T. E. Hammond: In a paper published in 1926, based upon twenty cases, I pointed out that the diathermy punch was of value in certain types of cases in which the operation of prostatectomy did not give satisfactory results, namely, cases with the prostatic bar, the small fibrous prostate, or the large fibrous prostate which was as a rule secondary to an old inflammation.
Here the obstruction was limited to the bladder-neck and was not progressive. This method failed when the middle lobe alone was enlarged, as it was impossible to fix it in the opening to punch it out. It also failed when the lateral lobes were enlarged, because here the obstruction was throughout the urethra and was progressive. With cancer relief was temporary and the disease seemed to go ahead more rapidly.
Fourteen more cases were operated on by this method up to 1931.
A cystostomy was carried out at the same time in ten cases, owing to the presence of some infection or to signs of renal failure. There were two deaths in the 34 cases and in one case cancer developed within a year. There were two cases of secondary hemorrhage one of which ended fatally. The results on the whole were good, but in ten cases there was still some residual urine and it was necessary to pass a bougie at intervals. The results on the whole were not so good as after prostatectomy, but they were certainly better than those that followed prostatectomy in this type of case. As the punching had to be done blindly, it was impossible to be certain that the whole of the obstructing mass was removed. Cases of the small irritable prostate or the inflamed prostate in which there was no real obstruction are excluded from the above; these improve with medical diathermy.
The introduction of the endothermy current allows a clean cut to be made under water, and the operator is able to see what is being done in the region of the neck of the bladder. This is a great advantage as it is now possible to treat the obstruction more effectively. In addition to the type of case previously treated, it is now possible to deal with post-prostatic obstruction, and bigger enlargements of the middle lobe. Since 1931 sixteen patients have been treated by this method. Ten had obstruction limited to the neck of the bladder, two were due to enlargement of the middle lobe, and four were cases where the lateral lobes were enlarged but there was a definite contra-indication to prostatectomy owing to some heart or lung affection. The improvement in the first twelve is certainly better than after blind punching. There has been an improvement in the last four, as the symptoms have become less severe and the residual urine has diminished. These cases have, however, been observed forless than two years and it is not yet certain what the end-results are going to be. This applies to all the work that is being done in this direction; for before 1931 no attempt was made to deal with the enlarged prostate in which the lateral lobes were enlarged. And two years is too short a period to be certain of its application in this type of case.
All these cases were dilated up to a 30 Charri6re bougie, and the catheter that was retained for five days was 26 Charri6re. It is possible that some of the improvement may be due to this, for it was regarded as a method of treating the enlarged prostate at the beginning of this century and had some temporary success. It was only as the years went by and the cases relapsed that it was abandoned.
The possibility of some of the improvement being due to the natural course of the disease is rarely taken into account. It is assumed that because a pathological condition is present, the sequelm are certain to occur unless treatment is carried out, but it has always been admitted that in 66% of cases of enlarged prostates, symptoms need never arise, though when symptoms appear, they are generally progressive. But it is not meant that this need take place in a couple of months, for it is more likely to be a matter of years. When deciding as to whether an operation is indicated in a man with a few prostatic symptoms and a little residual urine at, say, the age of 65, the surgeon is not concerned with what might take place by the age of 67, for two years is a small period in the life history of the prostate. He is considering whether, if no operation is done, gradual back-pressure upon the kidneys may not develop and the symptoms may not become sufficiently severe to demand operation at a time when the patient is less fit to stand it, say at the age of 70 or 75.
Even when severe symptoms arise, it is not infrequent to find that they may clear up for many years as the following case which was seen by me recently, shows:
A. E. had an attack of retention at the age of 70, which cleared up after the passage of a catheter on two occasions. He had no symptoms but had another attack of retention at the age of 76 which cleared up after the passage of a catheter. He had no further symptoms until he was 87, when retention again supervened. This was also overcome by the passage of a catheter on one occasion. Now had X-rays, or radium or trans-urethral resection been applied in this case, it would have been regarded as a cure, particularly if the patient had died at the age of 75.
A period of two years is far too short to observe the effect of treatment upon the enlarged prostate, and improvements that are really part of the natural course are often attributed to it.
Proceedings of the Royal Soiety of Medicine 78 remove the lateral lobes. At first diagrams were given showing the large amount of prostatic tissue that could be taken away. To-day it is said that removal of the lateral lobe is unnecessary, and that if the posterior commissural hypertrophy is removed all residual urine disappears and there is no longer any possibility of retention. As a result of this the lateral lobes will shrink. Now this is the first time that it has been suggested that the residual urine is the cause of the prostatic enlargement and to justify this line of treatment our views upon the pathology are being changed. It is not infrequent to come across cases in which there is a large amount of residual urine and in which the lateral lobes are alone enlarged. When a *prostate has been enucleated and a lateral lobe, left, it is known that symptoms will persist until this is removed. Whilst some improvement does follow this method, it is too early yet to know whether it will be permanent. At least five years must pass before conclusions can be reached. Consequently it is impossible to compare it with prostatectomy from the point of view of mortality and the suffering incidental to the operation. For this is a most successful operation as a result of which the patient remains free from symptoms not merely for a couple of years but for the rest of his life; it is certain that back pressure and retention will not supervene. We cannot yet say this of per-urethral treatment when the lateral lobes are enlarged.
The conclusions I have reached are as follows:
(1) Where the obstruction is at the bladder-neck, trans-urethral resection is far preferable to prostatectomy. Cases have been observed over a sufficient number of years which prove that the results are permanent. The modern resectoscope allows the obstruction to be completely removed.
(2) The treatment of the enlarged prostate by resection is still in its experimental stage. It is too early to know whether the improvement is permanent. There is less shock, the stay in bed is not so long, and the risk is not so great. But these may be more than counterbalanced by having to repeat the procedure at a later date. For the present it should be confined to cases where some contra-indication to prostatectomy exists.
(3) The operation of prostatectomy is still the operation of choice for the simple enlargement, for by it alone are we certain that the patient will be free from back pressure upon the kidneys and that he will not be afflicted by troublesome urinary symptoms towards the end of his life.
Mr. E. W. Riches: My remarks will be confined to my experiences of endoscopic resection with the McCarthy type of electrotome. Cutting diathermy has at least theoretical advantages over electro-coagulation, whether followed by a punch or not, and whilst I am sure that the latter operation can give admirable results-for I have been privileged to see some of Mr. Everidge's cases of several years' standing-I feel that it is now superseded by the cutting operation, except perhaps for a small particular group of cases. Whether the telescope moves with the loop or not is a matter of individual taste ; the important thing is to become accustomed to one instrument. The large size of the 28 Charri6re tube is sometimes a disadvantage. I have had to perform a meatotomy in one case in order to introduce the endoscope, and in one or two others there has been sufficient meatal stenosis produced to demand intermittent dilatation afterwards. The 24 Charri6re instrument is not very satisfactory as the pieces removed are so small; perhaps a 26 Charri6re tube will be found the most generally useful.
I am not going into operative details, which have been already adequately described, except to say that I avoid the use of coagulation to stop bleeding if at all possible, as I believe that it causes post-operative pain. Hlemorrhage, whether primary or secondary, has not been great in my experience. The crux of the problem appears to lie in the proper selection of cases, and it is to this that I propose to devote my attention.
Before deciding to try any new method of treatment for enlargement of the prostate we must consider what advantages it appears to promise over existing methods w-ith regard to the quality and permanence of results, risk of mortality, and duration and comfort of convalescence. Suprapubic prostatectomy is now sufficiently well established to enable us to assess its good and bad points under these headings; the per-urethral operation has not yet for all of us emerged from the period of trial.
Recent analysis of a seven-year series of suprapubic prostatectomies at Middlesex Hospital has shown that in cases of non-malignant prostatic obstruction the results depend to some extent on the histological structure of the prostate. Thus in the glandular type, where the material removed consists of glandular tissue in its normal stroma, the results are good in about 90% of the cases. That they are permanent is shown by the extreme rarity of the necessity for a second prostatectomy, although it may be noted that it is the rule for the prostate to reappear in this type. The mortality in this series was 10% for glandular prostates; the incidence of postoperative inflammatory complications was 16%. The period in hospital is usually about a month, but the immediate post-operative convalescence can hardly be called comfortable. With an increase in the amount of fibrous tissue in the prostate, either in the stroma or by fibrous replacement of the glandular nodules, which change is probably largely the result of infective processes, the results deteriorate in quality, althouigh the benefits are still permanent. The immediate mortality rises, and the incidence of post-operative inflammatory complications, with attendant increased discomfort and prolonged convalescence, is greater. Finally, in calculous prostatitis, where the picture is one of chronic inflammatory changes in an atrophic gland, the results are still less good, the mortality is higber, and the post-operative complications considerably increased. It is therefore not unnatural to try this newer method of treatment primarily for those cases in which, from local reasons, we know the results of suprapubic prostatectomy to be less certain and the risks greater, that is to say, for the fibrous type of prostate, for calculous prostatitis and for carcinoma.
Clinically, the main distinguishing feature of the fibrous type is its relatively small size in comparison with the glandular type, but when put to the test of the microscope after removal, only about 6% of the prostates removed prove to be true fibrous prostates, that is to say those in which the glandular elements are almost entirely replaced by fibrous tissue and fibrous nodules are present. I have only found these fibrous nodules on section in two cases treated by endoscopic resection. Nevertheless, the process of fibrosis is gradual and about 28% of prostates removed can be classed as intermediate between the glandular and the true fibrous prostates. The other type of non-malignant prostatic obstruction which is known to be troublesome for suprapubic removal is that due to calculous prostatitis. In our series at Middlesex it accounted for only 8% of the total, but these carried a mortality of 22%. 66% of them had post-operative inflammatory complications and in only 43% could the result be classified as good. I therefore welcomed the opportunity of treating such a case by the per-urethral method, and would like to give a brief account of it.
A man, aged 54, came to hospital with retention of urine. For five years there had been difficulty in micturition necessitating the occasional use of a catheter, and for a few days he had been passing painfully only small amounts of blood-stained urine. He was vomiting and urfemic, and his blood-urea was 101. The crepitus of calculi could be felt in the enlarged prostate and the urine was heavily infected. Drainage was carried out through an indwelling catheter for ten days, by which time the blood-urea had fallen to 40 and the urea concentration was normal. I then performed an endoscopic resection, removing only 2 grm. of tissue and feeling the loop jump calculi from time to time.
Histologically the structure was that of a typical calculous prostatitis, with atrophy of some acini, epithelial hyperplasia of others, and much chronic inflammatory infiltration.
During the following three weeks he passed several stones, up to I in. in length, and within a month he was passing water without pain or difficulty and there was less than half an ounce of residual urine.
Later I tried the same method on another similar case but was quite unable to remove any tissue at all, the loop striking stone at each attempt. I feel that this is possibly one of the few cases in which coagulation by a spear electrode might be of use, but I should be rather fearful of infection. Resection by the cutting loop may or may not be possible.
In carcinoma of the prostate per-urethral treatment has proved of considerable value. By no means all cases of carcinoma have symptoms of prostatic obstruction, but in those which have, it is possible to resect a sufficient amount of the obstructing tissue to restore the normal urinary function, provided the urethral lumen is large enough to allow the instrument to be introduced. Even in a case with extensive bony metastases it is possible to restore the patient to urinary comfort. That the patient may live long enough to require a second resection is an added reason for performing the operation. In one case of unsuspected carcinoma, proved to be malignant on microscopy, I performed a subsequent suprapubic prostatectomy followed by deep X-ray treatment, feeling that this would give the patient a better chance of prolonged freedom from the disease.
That is one method of selection of cases which may be termed the method of "local exclusion," those cases being treated per-urethrally which are relatively unsuited for suprapubic removal. It is obviously not the fairest one if we are trying to make out a case for the newer operation. In fact, experience shows that for per-urethral, as for suprapubic, prostatectomy the convalescence is smoother and the results are better in the case of a glandular enlargement than in that of a fibrous prostate, but for the fibrous prostates alone the balance of evidence is in my opinion in favour of the per-urethral method rather than suprapubic removal.
Another method of selection of cases has, I fear, been to use the per-urethral method for those cases which are considered on general grounds to be too poor risks for suprapubic removal, even after preliminary drainage. This may be termed the method of " general exclusion." This again is obviously an unfair method if it is to be applied as a test of the value of per-urethral treatment, and again experience shows that these are just the cases in which disaster may overtake us. It was my hope in beginning to use the per-urethral method that it would solve the problem of the poor-risk case in a better way than permanent suprapubic drainage or a catheter life. It is too early to say that it fails to do this, but there is sufficient evidence to show that it carries a considerable risk and mortality in this type of case. On the whole I consider the risk of per-urethral treatment, even after preliminary drainage and adequate pre-operative treatment, to be only slightly less than that of suprapubic prostatectomy in the really poor-risk case. A physician having visited a ward full of prostatic patients stated that he thought most of them would stand a shave and a hair-cut if it were done in two stages ! Unfortunately there are many such patients applying for treatment and their problem is not yet solved. The greatest danger for them is uremia, their kidneys being already damaged by long-standing urinary obstruction. When infection is added to this the risk is extreme. If I appear to be unduly pessimistic it is because I feel that much has been written in praise of per-urethral treatment which is calculated to give the impression that it is a minor procedure devoid of risk. It is so in cases without renal damage or infection, but either of these frequent complications renders it hazardous. As an example I would quote the case of a man aged 88 who had led a catheter life for two years, but in whom there was recent difficulty in introducing the catheter. He had a large glandular prostate wvith fourteen ounces of residual infected urine; blood-urea was 57. I carried out drainage by suprapubic de Pezzer catheter for six weeks, by which time the blood-urea had come down to 43. The patient was very anxious to have the suprapubic wound closed, and I did a resection under low spinal anasthesia. He appeared to stand the operation well, but fourteen hours later he went into coma and died nineteen hours after operation.
The third method of selection of cases, and I think the right one, is on the merits of the operation alone as shown by experience in its use. In the early stages of prostatic enlargement, before. the prostate has had time either to become enormous or to undergo fibrous change, but when it is giving rise to symptoms, it can be dealt with effectively and with a minimum of risk and discomfort, by resection. The patient is out of hospital within a week or ten days and within a short time is conscious of the increased force of his stream, the absence of pain and of delay and difficulty in starting, and of a night's rest undisturbed by frequent calls to micturate. This procedure has been decried as being a return to the unsatisfactory days of partial prostatectomy as practised by McGill One fact especially seems to me to supply a constant source of danger in cases in which there is much residual urine, and in which suprapubic drainage is not provided. That is when, in spite of removal of a lot of obstructing tissue, residual urine still remains after the operation. In spite of the greatest care this sequel is frequently present. In these circumstances any patient who escapes serious infective complications is fortunate indeed.
Nothing would induce me to apply the procedure to a patient who manifested signs of a ureemic condition. I would prefer to deal with such a patient in the first instance by establishing indwelling catheter drainage, and only when I was satisfied that steady progress had been made would I consider it safe to undertake any cutting procedure.
It will be a great pity if this operation is brought into disrepute by its unsurgical application.
Mr. Clifford Morson has spoken of some of the bad after-effects with which he has come in contact in the municipal hospitals. This experience should be a warning to us that the immediate effects of operation may seem to be successful, whereas the ultimate result may be bad, but I cannot help repeating that I have found the procedure a thoroughly sound and satisfactory one when conducted in the proper way.
Mr. Morton Whitby said that he would endorse Mr. Irwin's remarks on the analogy with tonsillectomy. There was no doubt that anything short of enucleation for follicular recurring tonsillitis would be adjudged as bad surgery, as by any other operation (whether the guillotine or diathermy) septic foci would be left behind to cause a chronic tox8emia with occasional acute exacerbations, and apart from the possibility of re-growth of the tonsil.
The prostate in nearly all its pathological conditions was a septic body, and to temporize by per-urethral operations was asking for trouble. In dealing with the disease we must treat the cause. Prostatic symptoms were due to a pathological prostate producing obstruction. The only satisfactory way to deal with such obstruction was by enucleation through the suprapubic or perineal route. Until there was convincing proof that the entire prostate could be removed by the per-urethral operation so that no septic foci were left, he would regard it as a bad operation and against the practical principles of surgery. In his opinion, the only use the method had at the moment was by the punch, in cases of prostatic bar, but this was not a very frequent condition. The fibrosed prostate might be treated in a similar way, but he had never seen a case which could not be treated by the suprapubic method, although that method might call for a little extra energy.
Our aim in prostatectomy should be, as Sir John Thomson-Walker had suggested in his presidential address, to discover some means by which complete closure of the bladder could be effected by the suprapubic operation, with absolute safety to the patient, less dreaded post-operative treatment, shorter convalescence, and assured after-success.
